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State OKLAHOMA 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
CATEGORICALLY NEEDY 

1.Inpatienthospitalservicesotherthanthoseprovided in aninstitutionformentaldiseases. 

Paymentismade for compensableinpatientmedicalandsurgicalservicestothose 

hospitals which have a contract with this Department. General acute care inpatient hospital 

services are limited to 24 days per individual per State fiscal year. 


See 4.b., EPSDT 

Medical necessity for hospital services is subject to review by the Oklahoma Foundation for 
Peer Review and determination that a period of hospitalization is not medically necessary 
will result in anoncompensableservice. 

Revised 08-01-00 
A R  /n

TN# flmfl Date &%?-&‘A3-



Attachment 3.1-A 
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State-OKLAHOMA 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 
CATEGORICALLY NEEDY 

.b.EPSDT(continued) 

Transportation - provided when necessary in connection with examination 
or treatment when not otherwise available as authorized. 

supplies, appliances prosthetic notMedical equipment, and devices 

otherwise available to Medicaid recipientsin the state under the State Plan 

are available whenPREAUTHORIZED 


General acute care inpatient hospital services are limited to 24 days for 

adults (per fiscal year July 1 through June 30). Under EPSDT, inpatient 

hospitalservicesforpersonsundertheage of 21areunlimited.All 

psychiatricadmissionsforchildrenrequirepriorauthorizationforan 

approved length of stay. 


EPSDT services furnished in a qualified child health center which includes 

the following: 


(A.) Child Health Screening Examination: An initial screening may 

berequestedbyaneligibleindividualatanytimeandmustbe 

provided without regard to whether the individual's age coincides with 

the periodicity The schedule
established schedule. periodicity 

I recommendedbytheAmericanAcademyofPediatricshasbeen 
adopted for use by the State and can be found on Attachment 3.1-A, 

screens maketoPage la-6.3g. Interperiodic necessarya 

determination that an illness or a condition is (or might be) present 

willbeprovidedtoEPSDTrecipientsasmedicallynecessaryand 

billed as an appropriate encounter. The initial and all periodic health 

screening examinations must include all of the following components 

to be compensable. 


1. ComprehensiveHealthandDevelopment HISTORY This 
mayobtained the orinformation be fromparentother 

responsibleadultwhoisfamiliarwiththechild'shistoryand 
includeanassessmentofbothphysicalandmentalhealth 
development.Coupledwiththephysicalexamination,this 
includes: 
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AMOUNT,  OF SERVICES  
MEDICALLY  All Groups 

SCOPE AND  DURATION  PROVIDED 
GROUP(S): NEEDY  

Attachment 3.1-B 
Page 2a-1 

State OKLAHOMA 

AMOUNT, DURATION AND SCOPEOF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): All Groups 

1. Inpatient hospital services other than those provided in an institution for mental diseases. 

Paymentismadeforcompensableinpatientmedicalandsurgicalservicestothose 

hospitals which have a contract with this Department. General acute care inpatient hospital 

services are limited to24 days per individual per State fiscal year. 


See 4.b., EPSDT 

Medical NECESSITYfor hospital services is subject to review by the contracted peer review 
organization and determination that a period of hospitalization is not medically necessary 
will result in a noncompensable service. 

A 
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AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): All Groups 

4.b.EPSDT(continued) 

-Transportation - providedwhennecessaryinconnectionwithexaminationor 

treatment when not otherwise available as authorized. 


Medicalsupplies,equipment,appliancesandprostheticdevicesnototherwise 

available to Medicaid recipients in the state under the State Plan are available when 

PREAUTHORIZED 


General acute care inpatient hospital services are limited to 24 days for adults (per 

fiscalyearJuly 1 throughJune 30). UnderEPSDT,inpatient'hospitalservicesfor 

personsundertheageof21areunlimited.Allpsychiatricadmissionsforchildren 

require prior authorization for approved length
of stay. 

EPSDTservicesfurnishedinaqualifiedchildhealthcenterwhichincludesthe 
following: 

Health Examination: An initial may(Am) 	 Child Screening screeningbe 
requested by an eligible individual at any time and must be provided without 
regardtowhethertheindividual'sagecoincideswiththeestablished 
periodicity The PERODICITY scheduleschedule. recommendedthe 
American Academy of Pediatrics has been adopted for use by the State 
and can be found on Attachment 3.1-B, Page 2a-8g. Interperiodic screens 
necessary to make a determination that an illness or a condition is (or might 
be) present will be provided to EPSDT recipients as medically necessary 
andbilledasanappropriateencounter.Theinitialandallperiodichealth 
screening examination must include all of the following components to be 
compensable. 

1. Comprehensive and informationHealth Development History. This 
maybeobtainedfromtheparentorotherresponsibleadultwhois 
familiarwiththechild'shistoryandincludeanassessmentofboth 
physicalandmentalhealthdevelopment.Coupledwiththephysical 
examination, this includes: 
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